Kidneys: numerous large hemorrhages throughout cortex and medulla. Bladder: contained a little blood-stained urine and showed some small submucous haemorrhages. Heart: numerous small heemorrhages throughout the myocardium. Brain: ana,mic. No hsmorrhages seen.
Microscopical sections of the stomach, intestine, liver and kidneys (kindly prepared by Dr. J. E. McCartney) showed toxic changes, especially the kidneys, in which, in addition to the necrotic changes, there was a marked infiltration, with plasma cells and large mononuclear cells.
This case is reported for two reasons: (1) because of the extraordinary rarity of purpura hmmorrhagica in diphtheria, apart from the acute stage; (2) the possible relationship of the appearance of the eruption to antitoxin. It is an extremely rare event to follow diphtheria, i.e., during convalescence. Only four cases of the kind have been recorded; one by Dr. Buckley,' and three by Dr. Goodall,2 and they all recovered. This is the first case following diphtheria that I have seen. In 1915, Dr. E. B. Gunson3 showed to the Section a case of what was practically purpura simplex, though it was a very severe form to which Henoch had given the name " purpura fulminans." In that case the purpura appeared some time after the serum rash. One is reluctant to attribute purpura, especially fatal purpura, to antitoxin, and particularly so in the present case, because though twenty-five other patients had the same brand of antitoxin, none of the other twenty-four showed any purpura. Purpura has been recorded in one of Dr. Goodall's cases in which no antitoxin had been given, as it was in the pre-antitoxin era.
Di8cussion.-Dr. E. W. GOODALL said that it was nearly thirty years since he had published the case to which Dr. Rolleston had referred. The patient in that case had urticaria, followed by erythema circinatum, and the question discussed was whether the purpura might or might not be due to the serum. As he had seen purpura following diphtheria in pre-antitoxin days, he did not feel justified in saying it was due to the antitoxin in that case; and he did not see any reason to alter his opinion now. He had not seen a similar case following diphtheria. He had, however, twice seen such a sequel follow scarlet fever, after which it was not so rare as after diphtheria. Both the cases to which he referred had been fatal; the condition was purpura fulminans, and death took place within about forty hours.
He asked whether concentrated serum had been used in this case, such serum as it did not cause serum sickness so often, or of such a severe character as did whole serum.
Dr. ROLLESTON (in reply) said that a concentrated serum had been used. For some years concentrated serum only had been used at his hospital, and serum phenomena had been much rarer since it had been employed; it was now unusual to meet with any sequels, except urticaria. The case also showed what had only once been recorded in this country,4 though several French writers had reported it, namely, effusion into the tunica vaginalis, possibly because of involvement of the testicle. Purpura fulminans was much more commonly found after scarlet fever than after diphtheria. In thirty years he had seen about six such cases following scarlet fever. Although, unfortunately, no blood examination had been made, meningococcal infection could probably be excluded in the present case. Specimen: Liver, showing nodules of melanotic sarcoma from a child, aged 10 months, whose mother died from melanotic sarcoma three months after delivery. The placenta was melanotic, according to Mr. Eardley Holland, who delivered the child by Caesarean section (at term) at the London Hospital. The child, who at first had developed normally, was admitted to the German Hospital at the age of Section for the Study of Disea8e in Children 823 8 months, when the liver was felt to be enlarged, with tumour-like nodules projecting from the anterior surface. The case is apparently the first reported one of transmission of a malignant neoplasm from mother to child by intra-uterine inoculation. The specimen has been presented to the Museu-m of the Royal College of Surgeons of England.
DiWu88ion.-Dr. STANNUS asked in what situation the primary growth in the mother was found.
Dr. GOODALL asked how long the mother was ill before the first sign of sarcoma appeared, and how long she had the disease before she died.
Dr. PARKES WEBER (in reply) said that the mother had been operated upon eighteen months before the delivery of the child, for melanotic sarcoma of the thigh. The placenta had been examined by Professor H. M. Turnbull, and was found to contain melanotic sarcoma. In regard to the question as to whether the growth in a given case was really melanotic sarcoma, or melanotic carcinoma, the difficulty could be avoided by using the term " malignant melanoma." Gastromegaly in a Child aged 2 years.-REGINALD MILLER, M.D. R. W., female, born February, 1928, at eight months, weighing 4j lb. Never breast-fed. Projectile vomiting for first two months. After this ceased, she progressed slowly and took her feeds well. At the end of the first year she weighed 13 lb. 6 oz. Teething began at the age of 11 months, and she became cross and restless. but was not sick. She suffered from perpetual gastric flatulence, but not from hiccough. Constipation became severe during the second year, and she gained very little weight. For the last three months she has gone right off her food, and has lost weight. At 24 months she weighed 13 lb. lij oz. She has never sat up. The abdomen has always been large, but was not regarded as abnormal.
The child is very small and thin, but quite placid and apparently free from pain. Vomiting is only occasional.
The abdomen is very large, and the greatly distended stomach can be seen crossing the upper part. Following gastric lavage, which has removed a large amount of mucus, gastric peristalsis has been observed. X-ray examination shows the distended stomach, passing far to the right and hiding the duodenal cap. There is a large food residue at 71 hours, this being chiefly in the cardiac end owing to the fact that the child was photographed lying on her back. The duodenal cap is not seen. (See fig. p. 34) . The colon is voluminous, and a barium enema of two pints is easily delivered.
Suggested Diagnosis.-There is a congenital obstruction to the evacuation of the stomach. As the duodenal cap has not yet been seen, it is as yet impossible to exclude the pylorus as the site of the stricture. It is more likely, however, that the obstruction is at the duodeno-jejunal flexure, and if so, it is more probably due to arterio-mesenteric compression than to congenital stenosis or obstruction by band.
There are cases of gastromegaly in which there is arterio-mesenteric compression of the duodenum from birth. There are very severe cases which have caused death in the first few weeks, and in which post mortem there has been discovered this compression with an enormous duodenum behind it. The present case was probably of the same type but of less severe grade. It would be open to anybody to believe that it is an example of the colonic type of duodenal ileus, and that the compression of the mesenteric pedicle is due to the drag, not by visceroptosis or gastroptosis, but by the distended, dilated, and possibly floating colon. The result of a barium enema in a very small child is, however, always difficult to interpret.
